INTRODUCTION
Tuberculosis remains a major global health problem, responsible for ill health among millions of people each year.
Tuberculosis ranks as the second leading cause of death from an infectious disease worldwide [1] .
Tuberculosis can affect most organs of the human body and its clinical manifestations are diverse. It typically affects the lungs but can affect other sites as well. Sometimes tuberculosis occurs at unusual sites with unusual presentations that mimic other medical illnesses and cause diagnostic difficulties [2] .
Misdiagnosis of unusual cases of tuberculosis results in treatment delays and may result in increased morbidity.
We report a case of unusual case of mediastinal tuberculoma in a 3-month-old boy whose diagnosis was delayed because of an uncommon presentation.
CASE REPORT
A 3-month-old boy presented to his local hospital with cough and fever. A chest radiograph (CXR) showed diffuse infiltration in both lungs. He was admitted and treated with multiple courses of intravenous antibiotics but the symptoms persisted and his condition deteriorated. On the 13th day of hospitalization, he developed respiratory distress. A CXR showed progression of infiltration in both lungs and consolidation affecting the right upper lobe. He was referred to a tertiary hospital for further evaluation. Upon examination he looked unwell and was afebrile. He was in respiratory distress (32 breaths/min). Hematological indices and inflammatory markers were normal.
Cerebrospinal fluid (CSF) biochemistry and microbiology were unremarkable. There was no microbial growth from blood, CSF, or urine cultures. Immunizations were on the current schedule and his development was normal. Weight gain was in the 50th percentile for his age. There was no family history of note.
A CXR showed haziness in both lungs (Fig. 1A) . A chest computed tomography (CT) scan showed a heterogeneous, mid-mediastinal mass suggesting lymphoma (Fig. 1B) . There was a small amount of pleural fluid and no abnormalities in the lung parenchyma. Non-Hodgkin's lymphoma was the most like- A chest CT scan on day 5 showed that the mid-mediastinal mass was larger with associated right upper lobe pneumonia.
The right upper lobe bronchus was completely obstructed and the main bronchus was mildly compressed by the mass.
Enlargement of the bilateral axillary lymph nodes was detected.
There was no definitive evidence of pleural effusion.
On the 8th day, an elective incisional biopsy of the mass was performed. A pre-operative CXR showed subcutaneous emphysema. A right posterolateral thoracotomy found no adhesion in the pleural cavity and a complete lung fissure. A large mass was found filling the entire upper pleural cavity. A large central cyst containing necrotic caseous material was found in the mass and a large quantity of caseous purulent material was drained.
Dissection was difficult as the trachea and superior vena cava were obliterated by inflammation of the mass.
The incisional specimen was sent for histopathological examination. The tissue specimen was a yellow/white color and 1.5 cc in volume. On frozen section analysis, multiple caseous nodules were found. The permanent section showed chronic granulomatous inflammation and necrosis compatible with tuberculosis ( Fig. 2A) . Ziehl-Neelsen stains were positive for acidfast bacilli (AFB) (Fig. 2B) . The purulent material from the mass also showed AFB on Ziehl-Neelsen staining (Fig. 2C) .
Although some reactive lymphocyte proliferation was seen in the areas of inflammation, no evidence of lymphoma was found.
On the 11th day, sputum smears were positive for AFB on At the 1-year follow-up, fever and cough had subsided, weight was above the 50th percentile, and complete radiological resolution was seen on the CXR.
DISCUSSION
In this case, tuberculosis is present as pneumonia with pleural effusion in the pulmonary region, and mass in the extrapulmonary region. The most common type of tuberculosis in children is pulmonary tuberculosis but extrapulmonary tuberculosis occurs in approximately 20-30% of all cases. The common extrapulmonary involvement of tuberculosis in children is lymphatic disease and meningeal disease following primary tuberculosis [3] . Tuberculosis presenting as a mediastinal mass is rare and manifests with different presentations. Current knowledge about these conditions is mainly based on case reports. For example, one case report [4] described a 7-month-old infant who presented with breathlessness. The CT scan showed an irregularly calcified superior mediastinal mass that was initially mistaken as a neuroblastoma. However, the histological analysis showed that the mass was caused by tuberculosis. Another report described a 3-month-old boy with a tuberculous mediastinal mass causing stridor and obstructive emphysema [5] . A CT scan showed a mass compressing the carina and left bronchus.
Another case [6] In children, non-Hodgkin lymphoma, Hodgkin's disease, and neuroblastoma are common causes of mediastinal masses and potential differential diagnoses include thymic or thyroid masses [7] [8] [9] . In neonates and infants, cystic malformations on the mediastinal structures, such as cystic hygromas, can also be included [10] .
Since the patient is an infant, disseminated bacille CalmetteGuérin (BCG) disease after vaccination also should be considered. Disseminated BCG disease is uncommon but one of the serious complication of vaccination especially in the high risk group such as children younger than 2 years old or immunocompromised infants [11] . In this case, because the patient was susceptible to pyrazinamide, M. bovis which is uniformly resistant to pyrizinamide is unlikely to be the cause of infection.
Any patient with pneumonia, pleural effusion, or a cavitary or mass lesion in the lung that does not improve with standard antibacterial therapy should be evaluated for tuberculosis. Misdiagnosis of tuberculosis results in treatment delays and may result in increased morbidity [12] . In addition, tuberculosis infected children under 5 years old are at high risk of developing more severe tuberculous [13] . However, a large number of tuberculosis related deaths and morbidity can be prevented with early diagnosis and timely intervention with anti-tuberculosis therapy.
As this case demonstrates, tuberculosis can present in unusual ways that may cause a delayed diagnosis. To prevent this delay, we suggest that any patient with pneumonia or pleural effusion that does not improve with standard antibacterial therapy should be evaluated for tuberculosis. Also tuberculosis should be in- 
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